men prefer De Wecker's scissors. I prefer to keep those for the operation for which they were originally intended-namely, iridotomy. If time permitted I could quote a very large number of cases in support of my belief in iridectomy, but I should like briefly to mention one case which has occurred in my practice within the last three years. A patient was sent to me by a general practitioner in the hope that I might possibly be able to save the last lingering portion of the remaining eye. The iris of the first eye was absolutely " bombe'," and there was a closed pupil. In the second eye there was one small interval where I thought it was possible to remove a little piece of iris, and, to use a sporting metaphor, I " won by a short head on the post." Of course, I gave a general anesthetic, and, I am glad to say, I got away a little piece of iris, leaving a quite respectable coloboma. The history of the case had been that repeated attacks had taken place over a period of four or five years, and the curious part, to me, was that the patient had been in the hands of a very able ophthalmic surgeon, whom I also knew to be an excellent operator. He is not here to-night, so no withers need be wrung. He had used atropine and perhaps other mydriatics: but he had watched this case go slowly from bad to worse. I have seen the case three times since, and I have heard from the general practitioner on several occasions, and, I am glad to say, no further attack of iritis has taken place in that eye. My first impulse was to write to the ophthalmic surgeon, but on second thoughts-and they are very often the best-I decided that he might think me guilty of swagger and impertinence, so I refrained. But it is just possible that the words I am speaking to-night may reach him through our Proceedings. Of course, he may still think he was in the right and I am in the wrong: but I am not without a lingering hope that if he should read these words and another similar case should come into his keeping, he may, perhaps, give a chance to iridectomy.
The relation between diseases of the teeth and diseases of the eyes has interested me since the time when I worked at the Royal Westminster Ophthalmic Hospital as clinical assistant to the late John Griffith. Our object was to find out what influence septic teeth had on eye diseases. We had concluded that corneal ulcers were often very favourably influenced by extraction of such teeth when, to my great grief, John Griffith died.
It seems we are all agreed as to the infective origin of the vast majority of cases of iritis. The problem is to find the source of infection. The mouth, I believe, is far the commonest offender, though some rhinologists claim the horrid pre-eminence for the nose. In civilized communities there is hardly an individual who does not present some degree of dental sepsis. The less common sources of dental infection are abscess of the crypt of erupting wisdom teeth or of buried teeth in any part of the jaws, suppurating antra and cysts of dental origin, visible ulcers of the mucous membrane and gums. Far the more common are the marginal gingivitis and hidden ulcers of " pyorrheea," the abscesses and chronic osteitis due to dead and septic teeth and roots, the inflammation and ulceration of the gums accompanying tartar, and the artefact inflammations and ulcerations due to rough and overlapping fillings and to badly made crowns, gold caps, and "bridges."
That dental sepsis is not more frequently recognized and incriminated is due, I believe, to its great prevalence. The abnormal is so common that it is accepted as normal. Its very prevalence makes many doubt its power for ill. More careful clinical instruction in the details of dental sepsis is urgently needed in our medical schools.
The tooth is the determining factor of dental sepsis. Infection may enter by way of the pulp cavity, following the track of dental caries; or by way of the tooth-socket, gaining entrance at the neck of the tooth, where the gum edge laps round it. When infection enters by way of the pulp cavity, once the root-canals are infected it is practically impossible ever to sterilize the root. Infection spreads radially in the minute dentinal tubules, and no means has ever yet been found of following up this infection and ensuring asepsis of the infected dentine. Infection spreads along the root-canals, and these are by no means always single straight canals running direct to the apex of a straight root. Often the canals are flat or dumb-bell shaped, or break up into branches or even a net-work towards the apex of the root, or turn off sharply at an angle to end near the apex, but not at it, as required by our cleansing instruments. The roots themselves are very generally curved, and the root-canals follow these curves. I have examined large numbers of "dead" teeth and roots after extraction, and I doubt whether I have ever found one tooth or root which did not show signs of having set up inflammation around it. There is either granulation tissue adherent to the root, exostosis of the root, or absorption of the root-all denoting that the root was abhorrent to the surrounding tissues. The plain fact is that when we are filling or Turner: The -Etiology and Treatment of Iritis crowning a tooth that has once been septic we are taking our chances. An " eye for an eye and a tooth for a tooth " may be right, but an eye for a tooth is a foolish bargain! When infection enters by way of the neck of the tooth, the first stage is the stagnation of germs, favoured by sticky food, on the neck of the tooth. Marginal gingivitis follows, and the gum edge which in its perfect condition should almost adhere to the tooth-neck, swells away from the tooth and opens a path for infection of the tooth socket. The now infected periodontal sulcus is an undrainable area, and tissue destruction proceeds at varying rates till pockets are formed, the alveolar bone being destroyed, leaving the gum still surrounding the tooth. (Where gum and bone destruction proceed at an equal rate the chances of infection are far less.) On the toothward side of this gum-flap there is always ulceration, however healthy the part may be to outward view. I have cut away large numbers of these gum-flaps and have always found ulceration on the toothward side, and it is, I believe, chiefly through these ulcers that infection, whether toxic or living, gains entrance. For a long time I tried unsuccessfully to stain bacteria in situ in these granulation-covered ulcers. At last I asked Dr. Plimmer to help me, and he at once stained organisms in the tissues of the ulcerated gum-flaps, showing their power for evil. Add to this that the pockets are filled with decomposing food and debris and we have here a further, and I think, an important source of injury.
If we accept the modern pathology of infection it seems clear to me that dental sepsis must be eradicated not only in cases of iritis but in the case of the large majority of diseases. I may here remind you that it is quite possible to live comfortably without teeth of any sort, and that tooth-plates may be a serious source of infection, since it is extremely difficult to keep them free from a greasy sour-smelling coating of germs and decomposing food.
Your President asks as to prevention. This is a very difficult subject. Cleanliness is the great preventive, both of dental caries and of "pyorrhoea." Unfortunately cleanliness of the teeth is extremely difficult to attain. The shapes and positions of teeth render the stagnation areas very awkward to reach. The usual brushing of the labial and buccal surfaces of the teeth is almost valueless, and the damage is done before the patient's attention is drawn to the deficiency of his methods. The details of tooth cleaning are too lengthy to enter into here, but some day it may be part of a nurse's (children's nurse's) training to learn how to clean teeth. If we could do away with sticky flour we should do away with far the greater part of dental sepsis. There is also the possibility of extracting teeth to free the remainder, and so render them more "drainable." Unfortunately the best tooth for this purpose is the first permanent molar, the largest tooth of our set. The best age for extraction is between 16 and 20. Clinically, I have seen many cases where this tooth has been extracted at this age on one side allowing the remaining teeth of that side to space themselves.
The extracted side at the age of 40 has reimained free from caries and "pyorrhoea," while the unextracted side has been badly affected by both diseases. Unfortunately the explanation of this result is too lengthy to be entered upon.
Dr. LYON SMITH.
I feel great diffidence in taking part in a discussion on iritis with experts, but I have been specially interested in the subject because of its incidence in arthritic conditions, a subject upon which I have been making bacteriological investigations for the past eight years. The evidences which I have been able to obtain that bacteria or their toxins were the chief causes of arthritic conditions have been brought out in the study of vitiated conditions of the blood. I think most of these are brought about by bacteria, although I suppose, as Mr. Turner has just said, foods and other causes may alter the state of the blood. But at any rate so far as the prevention of this condition of iritis is concerned, there is one important element: bacteria and toxins prepare the ground, but it is the element of strain or injury which determines the site, whether it be a joint, a muscle, a nerve, or the eyeballs. So I have considered it sound practice to recommnend every arthritic person to have his refraction carefully tested by an expert, and I think it is quite possible that a number of cases of iritis might be prevented if eye-strain were avoided.
For a long time people have supposed that tubercle bacilli, gonococci and the syphilitic virus were the chief organisms capable of setting up iritis or other inflammations of the eyeball; but, as we have just heard, the bacteria of pyorrhcea and those concerned with nasal catarrh, bronchitis, colitis, urethritis, salpingitis, &c., are all equally capable, either through direct infection by bacteria or by the circulation of their toxins or their ferments in the lymph, of giving rise either to conjunctivitis or to more deeply-seated inflammations of the eyes. In August, 1915, I published a short paper, giving an account of a test,
